Dear Editor,

We report the case of a 63-year-old male, with a history of acute myocardial infarction (AMI) and angioplasty 10 years prior, who was asymptomatic at presentation. He stated that he had not undergone routine clinical follow-up and was therefore submitted to echocardiography for functional evaluation. Moderate dilation and dysfunction of the left ventricle (LV) were detected, although with limitation in the evaluation of the apex, without information on the presence of an aneurysm or thrombus. Coronary computed tomography angiography (CCTA) was performed in order to identify in-stent restenosis, and the images showed apparent subocclusion distal to the stent in the anterior descending artery ([Figure 1A](#f1){ref-type="fig"}) and a large aneurysm with parietal thinning in the anterior/anteroseptal medial segments, septal/anterior apical segments, and apex of the LV. It was not possible to detect significant systolic ballooning, because there was a large thrombus lining the intracavitary portion and that was confused with normal wall thickness of the LV. The thrombus had an organized appearance, albeit without signs of calcification, and was markedly hypodense, with a fixed aspect and no contrast enhancement, which had likely made it difficult to identify in the initial (echocardiographic) assessment ([Figures 1B](#f1){ref-type="fig"} and [1C](#f1){ref-type="fig"}).

Figure 1**A:** CCTA with a reconstruction curve showing probable subocclusion downstream of the stent (arrow). **B,C:** Cardiac computed tomography of the heart in the longitudinal axial plane, in a pseudo-two-chamber view, showing the region of the LV aneurysm with marked thinning of the medioapical anterior wall (2 mm thick - orange) and normal thickness in the anterior basal segment. Note the large thrombus simulating normal wall thickness of the LV (green).

Ventricular aneurysm is a serious complication of transmural myocardial infarction (occurring in 5-38% of cases), being the most common mechanical complication, typically evolving to physical limitations and having a negative impact on quality of life^([@r1]-[@r4])^. It is defined as myocardial ventricular wall thinning and dilation, with distinct margins, leading to akinesia or dyskinesia of one or more myocardial segments during ventricular contraction^([@r1],[@r2]-[@r5])^. It typically affects the anteroapical region of the LV, because the blood supply of the anterior wall is highly dependent on the anterior descending artery^([@r2],[@r3])^. Ventricular aneurysm develops within two to ten days after AMI, becoming apparent in the first year after the infarction, with an incidence of 30-35% in patients who have experienced AMI^([@r4]-[@r6])^. As a secondary finding, intracavitary thrombus affects approximately 40-60% of patients^([@r4])^ and results from the inflammatory process in the endocardial region affected by the AMI, being associated with the hypokinesia and hypercoagulability existing in the infarction, increasing the risk of a thromboembolic event after the third month in patients with ventricular aneurysm. There is a broad range of symptoms in LV aneurysms, ranging from none to dyspnea, heart failure, or angina, as well as severe manifestations such as acute pulmonary edema, thromboembolism, and ventricular rupture^([@r5]-[@r7])^. In the treatment of severe refractory cases, surgical procedures, such as plication, excision/suture, imbrication, and patch interposition, are indicated^([@r8])^. In the case presented here, despite the extensive area of left ventricular dyskinesia with aneurysm formation and adherent intracavitary thrombus, the patient remained asymptomatic, an uncommon presentation in large aneurysms, which was diagnosed only through CCTA, a noninvasive method that not only allows the diagnosis to be made but also provides accurate measurements and can be used in the postoperative follow-up^([@r1],[@r4]-[@r6],[@r9]-[@r11])^. Routine screening tests, such as echocardiography, often fail to assess the apex of the LV, even with a good access window^([@r1],[@r2],[@r7])^. In addition to allowing the diagnosis to be made, the CCTA findings promoted patient adherence to the treatment.
